Histologically benign but clinically malignant: an unusual case of recurrent atrial myxoma
Sir, A 59-year-old male was admitted following an episode of chest pain and a ventricular fibrillation (VF) arrest in the community from which he was successfully resuscitated. He had a past medical history of moderate rheumatic mitral stenosis and atrial fibrillation and 12 months previously had uneventfully undergone 6 pulses of rituximab, cyclophosphamide, doxorubicin, vincristine and prednisolone (R-CHOP) chemotherapy for highgrade diffuse B-cell gastric lymphoma. Electrocardiogram (ECG) following restoration of sinus rhythm revealed antero-septal T-wave inversion and Troponin I (TnI) was raised at 4.5 ng/ml indicating acute myocardial infarction (MI). Coronary angiography revealed normal epicardial coronary arteries and echocardiography showed no progression of his mitral stenosis but now demonstrated a left ventricular (LV) antero-septal wall motion abnormality, in keeping with the territorial ECG changes, and a large (2.5 cm Â 3.5 cm) mobile left atrial (LA) mass. Following stabilization in the coronary care unit, he underwent surgical excision of the mass with histology confirming an atrial myxoma. Three years later, he presented acutely to medical receiving with a 1-month history of worsening shortness of breath, orthopnoea, paroxysmal nocturnal dyspnoea and ankle swelling. Examination revealed bi-basal pleural effusions, raised jugular venous pressure, peripheral oedema and a fourth heart sound. There were no new ECG changes and TnI was negative. Chest X-ray confirmed bilateral pleural effusions with significant pulmonary congestion and plasma B-type natriuretic peptide levels were raised. Echocardiography at this time revealed no worsening in his LV systolic function but (Figure 1 ) was noted and seen to prolapse through the stenotic mitral valve during diastole significantly impairing LV filling with resultant congestion and signs of heart failure. He improved symptomatically with intra-venous diuretics and, once euvolaemic, uncomplicated resection was undertaken with pathology again confirming a myxoma. He recovered uneventfully from his surgery and continues to do well.
Myxomas are the most common of the primary cardiac tumours. The vast majority of these are benign and 75% occur in the LA most commonly arising from the inter-atrial septum. 1 This case is notable for a number of reasons. First, with regards to its associations. The occurrence of a LA myxoma in a patient with rheumatic mitral stenosis is a rare association having been reported seldomly in the literature [2] [3] [4] as has the association of myxoma and lymphoma. 5 However, as far as we are aware this is the first reported case of recurrent LA myxoma in a patient with either rheumatic mitral stenosis or lymphoma. The presentations in this case are also noteworthy. LA myxoma presenting with MI is a rare but recognized phenomenon, however, presentation with a VF arrest has only been reported once before. 6 Sudden cardiac death due to myxoma is extremely rare and usually associated with asystolic or pulseless electrical activity (PEA) arrest secondary to mechanical obstruction of the mitral valve.
